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Implemented in 1965, Medicaid was designed
as publicly funded health insurance coverage
for indigent US citizens and legal permanent
residents. The program is jointly funded by the
state and federal governments, and states are
mandated to provide coverage for children
younger than 6 years whose family incomes fall
below 133%, children between ages 6 and 17
years whose family incomes fall below 100%,
and pregnant women whose incomes fall below
133% of the federal poverty level, as defined
by the US Department of Health and Human
Services1; individuals who are aged, blind, or
disabled and who are eligible for Supplemental
Security Income; and low-income Medicare
beneficiaries. This program has provided
health insurance access to a significant number
of previously uninsured low-income Americans
and continues to be the only route to health
care coverage for many people.

Nationwide, Medicaid coverage has been
found to be associated with several positive
outcomes. Medicaid recipients have greater
access to medical treatment than uninsured
individuals and, therefore, fewer emergency
department visits.2---6 Medicaid enrollees have
better overall health and lower mortality rates
over time than uninsured persons, likely be-
cause they have increased access to treat-
ment.7---10 As a result, their medical care is
significantly less costly to society, because
health problems are more likely to be
addressed before the onset of complications
and adverse outcomes.11

Although the implementation of the Medic-
aid program has been a largely successful
attempt to provide medical insurance, a signif-
icant number of low-income adults remain
uninsured, mainly because childless adults
without qualifying disabilities are ineligible.12---14

In response to this disparity, some states have
developed programs to broaden eligibility cri-
teria through a Section 1115 waiver. Massa-
chusetts was among the first states to imple-
ment such an initiative, establishing the

MassHealth program in July 1997. Among
other provisions, the program extended Med-
icaid eligibility to families and childless adults
whose incomes fell below 200% and 133%
of the federal poverty level, respectively.
MassHealth was jointly funded by the federal
and state governments, with Massachusetts
paying for roughly 46% of the program.15,16

Outcome evaluations of the MassHealth
program demonstrated it to be remarkably
successful, with significant declines in unin-
sured rates, particularly among childless adults
who would otherwise be ineligible for Medicaid
coverage.17,18 Research by Long et al. found
that the MassHealth program resulted in a 33%
decrease in the rate of uninsured Massachu-
setts residents.19 Furthermore, Quigley et al.
reported that the MassHealth program covers
nearly 1 in 6 Massachusetts residents.15 Con-
sequently, it is estimated that only 6% of adults
and 3% of children in Massachusetts remained
uninsured after implementation of the pro-
gram.

Although evaluations of MassHealth have
provided strong support for the program, some

evidence suggests that certain marginalized
populations are less affected by Medicaid ex-
pansion policies than others.16,20 Despite
meeting the income eligibility criteria, many
people living in poverty remain uninsured
because they don’t know they are eligible, they
don’t know how to obtain coverage, or they
lack any form of identification.21,22 Homeless
adults are disproportionately affected by lack
of insurance and are reportedly difficult to
enroll in public insurance programs.23,24

Although Massachusetts developed several
approaches for targeting this hard-to-reach
population, evidence suggests that the effort to
enroll homeless adults and keep them enrolled
faces many logistical barriers.16

These challenges are even greater among
homeless individuals with substance use dis-
orders. These disorders are common among
homeless persons, with prevalence estimates of
40% to 60%.25,26 These individuals generally
have significantly greater health care needs, for
treatment of, for example, psychiatric disor-
ders, HIV and other sexually transmitted in-
fections, hepatitis, liver disease, lung disease,
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and wound and skin infections.27---30 The pre-
mature mortality rate is significantly higher
for homeless individuals than for the general
population,27,31 and homeless people with
substance use disorders are even more dis-
proportionately affected.31,32 Finally, substance
abuse is among the strongest predictors of
returning to homelessness among formerly
homeless individuals.33---36 Therefore, home-
less adults’ lack of the Medicaid coverage
necessary to obtain treatment is a significant
public health concern.

Assessing the impact of MassHealth is espe-
cially important in the context of national
policy initiatives. Currently, many low-income
childless adults qualify for Medicaid benefits
because of a physical or mental health disabil-
ity, but substance abuse is not among the
conditions that confer eligibility, so many
substance-abusing homeless adults who do not
have children are ineligible for Medicaid cov-
erage. However, a major provision of the
Affordable Care Act is that all individuals with
incomes that fall at or below 133% of the
federal poverty level will be eligible for Med-
icaid effective January 2014, irrespective of
parental or disability status. Although a Su-
preme Court ruling in June 2012 rejected
a mandate for states to expand coverage,37 it is
still expected that a significant portion of in-
dividuals with substance use disorders will
benefit tremendously from the law’s expanded
eligibility.

To date, no large-scale quantitative evalua-
tion has attempted to determine whether mar-
ginalized population groups, such as homeless
substance-abusing adults, still have difficulty
obtaining coverage under the Medicaid ex-
pansion.16,20---24 Data from state programs such
as MassHealth are useful in assessing whether
these groups will benefit from Medicaid ex-
pansion to the same extent as other population
groups or may be in need of targeted inter-
ventions to improve their access. We examined
administrative data on admissions to substance
abuse treatment programs from 1992 to 2009
to assess the uptake of Medicaid coverage by
substance-abusing homeless adults after the
implementation of MassHealth in 1997. We
assessed whether homeless adults entering
substance use disorder treatment programs
were less likely than housed adults to be
covered by Medicaid. To rule out the potential

impact of secular trends in national Medicaid
coverage, we compared uptake of Medicaid
coverage in adults entering substance abuse
programs after 1997 in Massachusetts with
rates in other states.

METHODS

We obtained data from the admissions files
of the Treatment Episode Data Set (TEDS)
from 1992 to 2009.38 The TEDS system is
operated by the Office of Applied Studies,
Substance Abuse and Mental Health Services
Administration and consists of national data
that is routinely collected by states to monitor
their substance abuse treatment systems. Fa-
cilities that receive state alcohol or drug agency
funds for the provision of substance abuse
treatment are most commonly represented by
the TEDS system.

Sample

We limited our sample to data from partic-
ipants aged 18 years and older who had
Medicaid or were uninsured and who received
treatment in a state that collected data on
insurance status at the time of admission. The
final sample totaled 958 238 admissions in
Massachusetts and 6 504 507 admissions in
17 other states and the District of Columbia.
The comparison states were Alaska, Arizona,
Colorado, Hawaii, Idaho, Illinois, Maryland,
Missouri, Montana, North Dakota, Nebraska,
New Hampshire, New Jersey, Nevada, Penn-
sylvania, Texas, and West Virginia.

States provided information on demographic
and socioeconomic characteristics for all clients
entering substance abuse treatment, including
housing status (homeless, independent living,
or dependent living) and insurance status
(private, Medicaid, Medicare, or none).

Statistical Analyses

We used interrupted time-series models39,40

to evaluate Medicaid coverage rates over time
among Massachusetts adults in substance
abuse treatment and to identify whether this
trend differed between homeless and housed
participants. We used TEDS admissions data
to obtain the dependent outcomes of percent-
age of admissions with Medicaid coverage in
each year in Massachusetts and in all compar-
ison states combined (for the comparison of

enrollment in Massachusetts vs other states),
and within Massachusetts, the percentage of
admissions with Medicaid enrollment among
the homeless and housed. The independent
variables in these models were year, indicator
variable for secular trend (year – 1992),
before-to-after 1997 (0 if 1997 or earlier;
1 if 1998 or later), and trend after 1997 (0 for
1997 and all years before 1997; year – 1997
for all subsequent years).

Before conducting the time-series analyses,
we assessed autocorrelation across years with
the Durbin---Watson test and the Newey---West
statistic for autocorrelation.41 Presence of
such autocorrelation invalidates the use of
ordinary least squares regressions and calls for
other regression techniques that take such
dependency in data into account. The result
of the Durbin---Watson test was inconclusive,
and the Newey---West statistic did not support
the existence of an autocorrelation. Therefore,
we used ordinary least squares regression with
percentage of participants covered by Medicaid
as the dependent variable and secular trend,
before-to-after 1997, and trend after 1997 as
the independent variables in the model.

We conducted 2 sets of analyses. First, we
used model 1 to ensure that the change in
Medicaid enrollment was not a result of na-
tional changes over this period. We added
a new variable, state, set at 1 for Massachusetts
and zero for comparison states combined. We
included an interaction term, state * before-to-
after 1997, in the analysis to indicate whether
the effect of the variable before-to-after 1997
on Medicaid enrollment was different for
Massachusetts than for other states. We also
included 2 other interactions terms in the
model: state * secular trend and state * trend
after 1997. These interactions tested whether
secular trends across the whole 1992 to 2009
period were different for Massachusetts than
for other states and whether the trend varied
between Massachusetts and other states after
1997.

Model 2 assessed whether the trends in
Medicaid coverage differed by housing status,
and we used the variable homeless, set at 1 if
participants were homeless and zero if they
were housed. In data limited to Massachusetts,
we assessed the association of the interaction
term of homelessness with the variable of
before-to-after 1997. A statistically significant
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interaction term would indicate that the impact
of change in policy differed between the
homeless and the housed in the state of
Massachusetts. Again, we included 2 other
interaction terms in the model: homeless *
secular trend and homeless * trend after 1997.
These interactions tested whether secular
trends across the whole 1992 to 2009 period
differed between the homeless and the housed
in Massachusetts and whether the trend varied
between these groups after 1997.

We also conducted 2 sensitivity analyses.
First, because it was not possible to determine
whether individuals were represented multiple
times in the TEDS data, we repeated the same
analyses in data limited to individuals without
a previous treatment episode. Second, because
of the high degree of variability between the
other states to which we compared Massachu-
setts, we conducted 3 additional analyses
comparing Massachusetts to the 3 states (Illi-
nois, Maryland, and New Jersey) that were most
comparable in demographic and economic

characteristics,42 as well as in the Medicaid
enrollment rate prior to the MassHealth
implementation. We performed all statistical
analyses with STATA version 10.0.43

RESULTS

Table 1 displays the number of TEDS
admissions in Massachusetts and in other states
and the District of Columbia combined, as well
as the percentage of participants with Medicaid
coverage between 1992 and 2009. Before the
policy was implemented, 18% to 27% of
homeless adults entering substance abuse
treatment programs in Massachusetts were
covered under Medicaid, and 19% to 35% of
housed participants were covered. In the year
immediately following MassHealth implemen-
tation, the rate of Medicaid coverage remained
relatively low, at 29% and 23% for the
homeless and housed, respectively, and 24%
for all participants in Massachusetts. However,
in all years following 1998, the percentage of

homeless participants with Medicaid exceeded
50%; it reached 80% in 2009. Among housed
participants, the rate of Medicaid coverage
was 49% in 1999 and 72% in 2009. By
contrast, the percentages were substantially
lower in other states, both before and after the
implementation of the policy, with percentages
ranging from 11% to 20% during the entire
period.

Results of the time-series models are dis-
played in Table 2. For model 1, which com-
pared trends in Medicaid enrollment among
substance use disorder treatment programs in
Massachusetts and in the other states com-
bined, the secular trend, before-to-after 1997,
and trend after 1997 were all statistically
insignificant, suggesting that no significant
change developed over time, before or after
1997, when the MassHealth policy was
implemented. The state variable was statisti-
cally significant (b = 17.19; SE = 5.45;
P= .004), demonstrating significant differences
between Massachusetts and the other states

TABLE 1—Medicaid Enrollees Among Adults Entering Substance Use Disorder Treatment Programs in Massachusetts and Other States Before

and After 1997 MassHealth Eligibility Expansion: Treatment Episodes Data Set, 1992–2009.

Massachusetts Homeless Massachusetts Housed Massachusetts Total Comparison Statesa

Year

Total Admissions,

No.

Medicaid

Enrollees, %

Total Admissions,

No.

Medicaid

Enrollees, %

Total Admissions,

No.

Medicaid

Enrollees, %

Total Admissions,

No.

Medicaid

Enrollees, %

Before implementation

1992 7185 23 37 140 32 44 325 30 309 072 15

1993 8236 27 42 169 35 50 405 34 333 783 16

1994 8023 26 43 258 32 51 281 31 335 963 18

1995 9119 23 41 716 25 50 835 25 330 313 18

1996 10 118 21 40 053 22 50 171 23 292 179 17

1997 9980 18 40 314 19 50 294 19 285 992 12

After implementation

1998 8524 29 34 214 23 42 738 24 327 167 11

1999 11 273 55 42 697 49 53 970 50 348 017 12

2000 10 758 60 44 975 55 55 733 56 359 677 13

2001 12 226 64 47 447 62 59 673 62 365 603 14

2002 12 937 67 40 547 64 53 484 65 390 379 15

2003 9536 59 30 579 55 40 115 56 382 924 15

2004 10 787 70 34 052 61 44 839 64 408 113 17

2005 10 905 69 33 813 58 44 718 60 413 494 17

2006 18 198 67 52 085 56 70 283 59 398 574 19

2007 18 071 69 48 983 60 67 054 63 380 669 20

2008 14 088 75 41 569 69 55 657 71 423 699 18

2009 14 076 80 47 070 72 61 146 74 418 889 19

aCombined data from DC and AK, AZ, CO, HI, ID, IL, MD, MO, MT, ND, NE, NH, NJ, NV, PA, TX, and WV.
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during the study period. The state * secular
trend interaction was not statistically signifi-
cant, but the state * before-to-after 1997 in-
teraction was significant (b = 25.90; SE = 7.15;
P= .001), as was the state * trend after 1997
interaction term (b = 4.33; SE = 1.91; P= .03),
suggesting that changes in Medicaid coverage
following policy implementation differed be-
tween participants in Massachusetts and those
in other states (Figure 1).

In model 2, which was limited to the state of
Massachusetts, none of the interaction terms
were statistically significant, indicating that the
effect of MassHealth on Medicaid enrollment
was similar among the homeless and housed in
Massachusetts. Furthermore, we found no

differences between the homeless and housed
with regard to enrollment. However, the ana-
lyses revealed a statistically significant increase
in percentage points after policy implementa-
tion in both the homeless and housed groups
(Figure 2). Because the interaction terms were
not statistically significant, we removed them
from the final model for estimating the magni-
tude of change in enrollment after implemen-
tation. Results of these analyses demonstrated
an average increase of more than 21 percent-
age points after implementation (b = 21.21;
SE = 7.02; P= .01) and an additional average
increase of more than 5 percentage points per
year (b = 5.40; SE = 1.87; P= .01) following
implementation.

Medicaid enrollment rates among first ad-
missions in Massachusetts ranged from 13%
to 28% prior to the MassHealth policy imple-
mentation and reached to as high as 56%
during the period after implementation (Ap-
pendix A, Table A, available as a supplement to
the online version of this article at http://www.
ajph.org). When stratified by housing status,
enrollment prior to the study ranged from 10%
to 21% for homeless admissions and from
13% to 29% for housed admissions. By the
end of the study period, 66% of homeless
admissions and 55% of housed first admissions
were for individuals covered by Medicaid. In
other states, enrollment rates ranged from 10%
to 15% during the entire study period. Results
of the time-series analyses in these first admis-
sions were comparable to the main analysis
(Appendix A, Table B, available as a supple-
ment to the online version of this article at
http://www.ajph.org). In our comparison of
Massachusetts to other states, the state * before-
to-after 1997 (b = 16.53; SE = 6.14; P= .01)
and state * trend after 1997 (b = 4.69; SE =
1.64; P= .01) terms were both statistically
significant (Appendix A, Table B, available as
a supplement to the online version of this
article at http://www.ajph.org). However,
when we compared homeless and housed
adults in Massachusetts, we detected no sta-
tistically significant interactions. Overall,
among first admissions, MassHealth was as-
sociated with an increase of more than 13
percentage points in Medicaid enrollment
(b = 13.69; SE = 6.07; P = .04) and an
additional average increase of more than
5 percentage points for each year after
implementation (b = 5.45; SE = 1.62;
P = .01), figures that are comparable to
the numbers for all participants.

Results of further analyses comparing
Massachusetts with 3 comparable states were
also consistent with results reported for all
states (Appendix B, available as a supplement
to the online version of this article at http://
www.ajph.org). Prior to implementation of
MassHealth, the rates of Medicaid enrollment
were 18% to 30% in Illinois, 12% to 23%
in Maryland, and 18% to 21% in New Jersey.
Following implementation of MassHealth,
rates of enrollment were 17% to 29% in
Illinois, 11% to 24% in Maryland, and
14% to 23% in New Jersey (Appendix B,

TABLE 2—Ordinary Least-Squares Regression Models Comparing Medicaid Enrollment

Among Adults Entering Substance Use Disorder Treatment Programs in Massachusetts and

in Comparison States Before and After 1997 MassHealth Eligibility Expansion: Treatment

Episodes Data Set, 1992–2009

Independent Variables b (SE) P

Model 1a

Constant 16.55 (3.85) <.001

Overall secular trend –0.27 (1.35) .84

Before-to-after 1997 –4.69 (5.06) .36

Trend after 1997 1.07 (1.35) .43

State 17.19 (5.45) .004

State * overall secular trend –2.47 (1.80) .18

State * before-to-after 1997 25.90 (7.15) .001

State * trend after 1997 4.33 (1.91) .03

Model 2b

Constant 35.17 (5.20) <.001

Overall secular trend –3.05 (1.72) .09

Before-to-after 1997 20.58 (6.82) .01

Trend after 1997 5.59 (1.82) .01

Homeless –8.89 (7.35) .24

Homeless * overall secular trend 1.81 (2.43) .46

Homeless * before-to-after 1997 4.00 (9.65) .68

Homeless * trend after 1997 –1.45 (2.57) .58

Model 3c

Constant 33.74 (5.35) <.001

Overall secular trend –2.73 (1.77) .14

Before-to-after 1997 21.21 (7.02) .01

Trend after 1997 5.40 (1.87) .01

aComparison of change in Medicaid enrollment after 1997 among adults entering substance use disorder treatment programs
in Massachusetts and comparison states (combined data from DC and AK, AZ, CO, HI, ID, IL, MD, MO, MT, ND, NE, NH, NJ, NV,
PA, TX, and WV).
bComparison of the impact of MassHealth on Medicaid enrollment among homeless and housed adults entering substance
use disorder treatment programs in MA.
cNonsignificant interactions removed.
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Table A, available as a supplement to the
online version of this article at http://www.
ajph.org). We observed statistically significant
state * before-to-after 1997 interactions in
comparisons of Massachusetts with Illinois
(b = 26.05; SE = 7.34; P = .001), Maryland
(b = 20.12; SE = 7.43; P = .01), and New
Jersey (b = 24.58; SE = 7.21; P = .002). In
addition, we observed a significant state * trend
after 1997 interaction in a comparison with
New Jersey (b = 4.36; SE = 1.92; P= .03)

(Appendix B, Table B, available as an online
supplement).

DISCUSSION

We sought to determine whether imple-
mentation of the MassHealth program affected
homeless adults entering substance use disor-
der treatment programs in Massachusetts to
the same degree as it affected the housed
population. Results demonstrated an increase

in Medicaid enrollment among the homeless as
well as the housed. Overall, the increase in
individuals entering substance abuse treatment
programs who were Medicare enrollees was
more than 21% following implementation,
with an additional average increase of more
than 5% per year during each of the 12 years
after implementation. Our comparison of
rates of Medicaid coverage among individuals
entering substance abuse treatments in
Massachusetts and in other states suggested
that the increase in coverage was specific to
Massachusetts, providing evidence that the
MassHealth policy was the cause of this
change.

Homeless and housed adults were equally
affected by this policy, a surprising, although
encouraging, finding, in light of previous re-
search documenting difficulties enrolling mar-
ginalized populations, including homeless
adults.16,20---24 However, previous reports that
examined Medicaid enrollment in marginalized
populations relied on descriptive reports or
studies from states other than Massachusetts;
no previous large-scale quantitative evaluation
of this issue was conducted in Massachusetts.
Therefore, our study provides an important
contribution to the limited research available.

It is possible that the increased Medicaid
enrollment of homeless substance-abusing
adults was a result of the outreach initiatives
developed to increase ease of enrollment in
MassHealth. The state formed collaborations
with both community organizations and pri-
mary care providers, so that they could inform
eligible clients about the program and assist in
enrolling them. Similarly, media campaigns
specifically targeted newly eligible Massachu-
setts residents who may have been less likely to
know about this policy change. Finally, the
state created a toll-free phone number to
answer individuals’ questions.16 Our findings
provide justification for the use of similar out-
reach initiatives in states that choose to expand
their Medicaid programs in 2014.

One of the major strengths of our study was
that it included a large sample of homeless
adults, a group that is especially difficult to
reach but particularly important to study be-
cause of the many public health challenges
homeless people face.27---30,44 The overall
sample from which the data were drawn
comprised nearly 960 000 admissions in

FIGURE 1—Trends in Medicaid enrollment among adults entering substance use disorder

treatment programs in Massachusetts and in other states: Treatment Episode Data Set,

1992–2009.

FIGURE 2—Trends in Medicaid enrollment among homeless and housed adults entering

substance use disorder treatment programs in Massachusetts before and after

implementation of MassHealth program in 1997: Treatment Episode Data Set, 1992–2009.
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Massachusetts and more than 6.5 million ad-
missions from other states, increasing the gen-
eralizability of our results. Another strength
was the interrupted time-series design, which
is believed to be among the strongest
quasi-experimental methods to estimate effects
when randomization is not possible. This
method minimizes threats to internal validity,
such as maturation and history, and helps to
control for preexisting trends in the outcome
variable, Medicaid coverage. Although in
interrupted time-series studies it is often diffi-
cult to separate out the effects of secular trends,
we addressed this problem by comparing
trends in Massachusetts to those in other states
and the District of Columbia combined and in
3 states most similar to Massachusetts in size
and other characteristics.39,40

Limitations

The TEDS data set records only individuals
entering substance abuse treatment, so our
findings may not be generalizable to the gen-
eral population of Massachusetts or even to
substance-abusing adults who are not in treat-
ment. In studies of hard-to-reach populations,
those least likely to be surveyed often have
more severe problems, which contributes to
the difficulties in reaching them.45,46 It is
reasonable to assume that individuals entering
treatment, particularly those who are homeless,
possess a certain level of stability distinguishing
them from those who do not enter treatment.
Future studies need to examine community
samples of homeless substance abusers to
assess whether this trend is comparable to our
observations in the treatment sample. TEDS is
also limited to treatment admissions from
facilities that receive federal funding. Many
patients may receive substance abuse treat-
ment in other settings, such as general medical
or mental health facilities, emergency depart-
ments, or private practices. It is possible that
our findings will not generalize to recipients of
treatment in these other types of facilities. How-
ever, with the exception of emergency depart-
ments,4 homeless individuals are unlikely to be
treated in such facilities. Therefore, this limitation
probably did not significantly affect our results.

Expansion of Medicaid was only one of
a series of policy initiatives in the State of
Massachusetts over the past 2 decades, a no-
table one being a universal coverage mandate

in the middle of the first decade of this century.
Although we focused on the 1997 Medicaid
expansion, these other policies might well have
affected the response to the MassHealth Medic-
aid expansion and the post-1997 gradual
increase in Medicaid enrollment. Unfortu-
nately, the TEDS data did not allow us to
examine these potential effects. Furthermore,
because of these other initiatives, not all of
the observed changes in Medicaid enrollment
in Massachusetts can be attributed to the
MassHealth Medicaid expansion. Similar Med-
icaid expansion legislation in other states may
not have the same effect as in Massachusetts.

Analyses comparing trends in Massachusetts
and trends in other states were limited by the
availability of information on health insurance
coverage in each state. Consequently, we had
data from only 17 other states and the District
of Columbia in our analyses, potentially limit-
ing the generalizability of these findings. Fi-
nally, the impact of MassHealth and other
similar Medicaid expansion programs on Med-
icaid enrollment of homeless adults was very
likely not limited to individuals entering sub-
stance abuse treatment. Future research needs
to examine the impact of expansion programs
on Medicaid enrollment among individuals
entering other health services, such as mental
health and physical health treatment.

Research Directions

Our study provides the foundation for several
future directions for researchers. As more states
begin to expand their Medicaid programs, it is
important to assess variations across states in
enrollment trends. Because Massachusetts has
notable differences from many other states that
will likely participate in the expansion, homeless
adults may not respond to the policy change as
successfully as they did in Massachusetts. For
example, the National Alliance to End Home-
lessness estimated that 15 482 individuals ex-
perienced homelessness in Massachusetts in
2009, or approximately 23 per 10 000 persons.
Prevalence estimates in other states ranged from
7 to 45 per 10 000 persons.47

Furthermore, Massachusetts engaged in ag-
gressive and targeted outreach efforts to enroll
marginalized populations, and it is possible that
other states will not have the resources or
infrastructure necessary to do that. Therefore,
studies are necessary to assess the extent to

which other states need interventions that
increase enrollment and to determine which
interventions are most effective for hard-to-
reach populations such as homeless adults. For
example, it is possible that being able to call
a toll-free phone number to receive informa-
tion may be less helpful for homeless individ-
uals, so greater efforts should be put into other
initiatives, such as partnering with community
organizations to disseminate information.
Therefore, studies are needed to elucidate
these differences so that states’ limited re-
sources are used most efficiently. Finally,
because enrollment in Medicaid does not
guarantee that individuals will enter treat-
ment, research on the relationship between
Medicaid coverage and treatment entry
among homeless adults is warranted.

Conclusions

Our findings have important public health
implications. The expansion of Medicaid in
2014 has been a controversial part of the
Affordable Care Act, with opponents suggest-
ing that requiring states to expand their pro-
grams violates states’ rights. Twenty-six states
filed petitions arguing that this mandate was
unconstitutional, and on June 28, 2012, the
Supreme Court ruled that states could not be
penalized for not expanding their Medicaid
programs.37 Consequently, many states will
likely decline to participate in the expansion,
decreasing the number of substance-abusing
homeless adults who will have access to Med-
icaid coverage and, ultimately, substance
abuse treatment and other health services.

Our study provides evidence in favor of state
participation in the expansion. Homelessness is
a costly problem, partly as a result of the
associated increased health care costs, particu-
larly among those with substance use disor-
ders.48---50 Our findings suggest that, if eligible
for Medicaid coverage, homeless adults are just
as likely as the housed to enroll, which will
likely increase their odds of entering treatment,
ultimately improving their health status and
reducing costs to society. j
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